This is the eighth paper in a series showing the problems facing the medical services for children in different countries.
One may conclude that paediatrics in the Netherlands is doing well. This is true, but there are some problems. Costs of health care are rising and there are now political discussions about cost and health effectiveness and efficiency. The population is aging and an increasing proportion of health expenditure will go to geriatric care. For paediatrics the challenge for the future is to get its adequate share of the national health budget, while maintaining the quality of care.
There are a number of basic issues in Dutch paediatrics, which will be mentioned in this article: (i) the integration of health servicesboth curative and preventive -with appropriate regionalisation, (ii) paediatric manpower planning, and (iii) quality control of services. Furthermore, I will discuss some problems and developments in perinatal care and deal with the increasing importance of medical ethical problems in paediatrics. Finally, I will mention the present day discussions on non-therapeutic research in children that are taking place in the Dutch parliament. Paediatrics is now one of the important clinical 3-5 2-9 7-9 11-5 disciplines in the curriculum of the medical us 19 26 schools in the Netherlands. In the six year curriculum there are generally paediatric lectures in the third and fourth year, and a so called in the future and this junior and senior clerkship in the fifth and/or itegration of paediatric sixth year (three and six weeks of teaching and h community services. experience, respectively). chronic illnesses are Postgraduate training for general practice is I the paediatric age three years, for paediatrics five years. lumber of adolescents Paediatric residency training is concentrated in ina bifida, congenital the eight university departments, but at least ors of metabolism, and one year of the training should be in an lic diseases have now affiliated hospital. There are now about 150 adult services. There is paediatric residents in training with an annual ar meetings and joint 'output' of about 30 per year. ms and their adult
The total number of paediatricians has more the transition of these than doubled in the last 25 years (table 4), but paediatric clinics with when calculated per 100 000 children less than m services to the adult 14 years of age, the total number has alnost tripled (table 5) . About 30°/O of paediatricians it will be very impor-are now working in the academic centres (table oaediatric services and 6). There are many vacancies for consultant nes in a critical way. positions these days and it is expected that the )aediatric departnents total number of resident positions will be peers will make our increased. It is somewhat difficult to make a public and politicians. prognosis for the total number of paediatricians ieans that we carefully needed in the year 2000. The number of ing and emphasise fol-women paediatricians will increase (in medical is a great need for schools more than 50°/O of the students are now studies in paediatrics. women), and most of them will work in part !s in prevalence rates of time positions. The number of working hours of the treatment of per week will decrease. It can be expected that changes in birthweight in the future Dutch paediatricians will work in We want to know how other countries in the European community. A -inpatient care, day-preliminary prognosis for the year 2000 is about intensive/medium/low 1000 paediatricians ( the number of home deliveries has slowly decreased but is still more than 30% (table 8) .
Provisional data show that eight countries have now an infant mortality rate of less than 7 0 per 1000 live births (table 9 ). The age of mothers delivering their first babies is continuously increasing. The average age of mothers of all liveborn babies in 1991 was 29-4 years. There has been an increase in the number of multiple births from 9-8 per 1000 live births in 1975 to 13-6 per 1000 in 1989. About 25% of this increase is due to in vitro fertilisation. Problems related to pregnancy and birth increase with the age of the mother and are more often seen after assisted reproduction, particularly low birth weight and preterm birth is seen more frequently in this group. In a recent national study it was found that in 1989 1-6% of all live births were admitted to hospital for intensive care treatment. Neonatal intensive care treatment is now limited to 10 centres (eight university hospitals and two large non-university hospitals). There is excellent cooperation between paediatricians and neonatologists, obstetricians, and clinical geneticists (prenatal diagnosis) and more and more at risk deliveries are concentrated in such perinatal centres. There has been an increasing demand for trained nurses and doctors in the neonatal intensive care units. Part of these service needs have been filled by house staff doctors who are not (yet) in a resident training position. There is a moral obligation to lift the numerous fixus regulation for residents in order to get these young doctors in a training position after at least two years. Another approach to the problem would be to train nurses for the type of work that is now being done by doctors. Table 9 Infant mortality rates (<7-0 per 1000 live births); provisional data2 not to treat or to stop treatment is guided by a complex of intentions. Therefore, any decision to prosecute will depend on the individual circumstances of each case.
Meanwhile, in the Netherlands, physicians and parents together make the decision, in concrete situations, acting in the best interests of the child. It is our strong impression and our experience that in most cases physicians and parents after a scrupulous and careful decision making process, reach a consensus. In the large paediatric departments and children's hospitals in the Netherlands, medical ethical committees evaluate such decisions and the carefulness of the procedures. The district public prosecutor is also consulted.
The prevalence of active euthanasia in children in the Netherlands is, to our knowledge, extremely low. On active (by definition nonvoluntary) euthanasia in children there is no consensus here. For physicians, this type of decision is different from the type of decision not to start or to forego medical treatment. From a legal point of view one thing is certain: in such cases death is clearly intended and that means that the cause of death has to be reported as unnatural and will lead to an investigation by the public prosecutor.
Paediatricians who are 'euthanasia enthusiasts' do not exist. The only motivation for making medical decisions concerning the end of life in children, together with the parents, is the individual patient's best interests. In the well funded health care system in the Netherlands there is no incentive to have patients die soon. All facilities are available for the care of severely handicapped children.
Non-therapeutic research in children Recently the Dutch government has sent a law proposal to parliament on medical experiments in humans. Therapeutic and non-therapeutic research in children is accepted but under strict guidelines. Non-therapeutic experiments in children should be controlled by a new central medical ethical committee. In the first discussion between government and parliament there was great concern in almost all political parties and it was suggested that nontherapeutic experiments be banned in children altogether. For obvious reasons Dutch paediatricians -particularly in academic centres -are alarmed by these developments. A ban on non-therapeutic research in children would stop a greater part of paediatric research and would not be in the interests of children in general.
Both the British Paediatric Association and the Canadian Paediatric Society have recently published reports on research involving children, and both societies eloquently defend nontherapeutic research in the paediatric age group albeit under strict conditions.7 8 
